Dear Editor, With great interest I read the article of Shinoura et al. [4] , reporting on their experience in the attempt to preserve hearing in microsurgery for vestibular schwannoma using awake craniotomy. The authors reported hearing preservation and useful facial nerve function in all of the patients in whom they have used intraoperative testing of the hearing level and facial nerve function. The intraoperative testing was performed by continuous communication and assessment of the patients by a neurosurgeon and neurologist. This is what appears to be a novel approach in the fight against cranial nerve morbidity in the surgery of vestibular schwannomas. The editorial, however, comments on the article as a first report of awake craniotomy in vestibular schwannoma surgery [1] . Awake craniotomy in the surgery for vestibular schwannoma was indeed used by the renowned Swedish neurosurgeon Herbert Olivecrona in the earlier cases of 415 tumors removed between 1931 and 1969 at the Karolinska Institute [3] . Awake craniotomy was used before general anesthesia became available at this institution. Olivecrona reported that incomplete tumor removal was associated with the cases of awake craniotomy, whereas after introduction of general anesthesia, incomplete removal was limited to cystic tumors [3] . This compares well to the article of Shinoura et al., who reported a high rate of incomplete tumor removal in their series of eight patients operated under local anesthesia, too. Intraoperative monitoring of facial nerve function was performed similar to the methods described in the work of Shinoura and co-authors: Olivecrona asked a nurse to observe the patient's face during the operation in frequent intervals. When the facial nerve was identified, its functionality was tested by electrical stimulation [2] . The authors Shinoura et al. do not mention that the study is the first report on awake craniotomy for vestibular schwannoma surgery [4] . A reference to previous experiences with awake surgery in the history of neurosurgery, however, would have been appropriate. In the editorial, the series of eight patients is presented as the first report of awake craniotomy in patients with vestibular schwannoma, which is clearly not correct if we explore the archives of medical history. One should be careful when calling a report a first!
